ABSTRACT This paper is framed within the areas of interactional pragmatics and social psychology of language, with a twofold purpose: on the one hand, applying Rapport Management (Spencer-Oatey, 2000 , 2008 to the context of medical consultations in order to disentangle crucial similarities and differences between British and Spanish interactions; with the exception of Sydow Campbell's (2005) study, Rapport Management has not been directly approached in this context. In this sense, it constitutes both a challenge in communication studies and a step forward in a well-known theory that still remains under-explored. On the other hand, Cordella's (2004) voices in medical consultations will prove to be related to the way interlocutors manage rapport in each culture, and therefore, different voices may be relevant in different cultures. This will lead to variation in terms of the three bases of rapport (face, rights and obligations, and interactional goals). Finally, some remarks and limitations of Rapport Management will be discussed so as to give way to a more comprehensive and effective model of communication which may explain both cultural differences and situational variation.
Introduction
It is widely accepted in the literature of pragmatic studies that institutional interactions are not only based on transactional aspects, but also on interactional strategies and rapport building activities (cf. which may provide the interlocutors with the tools to achieve their goals in a smooth way: the transactional-interactional (Brown and Yule, 1983; Coupland et al., 1992; Coupland, 2000; Spencer-Oatey, 2008 ) duality in interaction is necessary even in contexts where there is a clear instrumental, transactional goal. Since it has been demonstrated that the medical consultation setting is characterized by a highly negotiated interaction between doctor and patient and that there is a difference in terms of power and roles adopted (Cordella, 2000; Lehtninen, 2007) , there is an interest in maintaining positive rapport between doctor and patient (Sydow Campbell, 2005) . However, the way to achieve this varies from culture to culture, and therefore the communicative strategies adopted, together with linguistic choices given in each sociocultural context will vary considerably as well. In relation to linguistic choices, it may be the case that certain conventions have been established as valid in specific cultures; still, the way we communicate and interpret others also depends on cultural values transferred to communication in an automatic way. These values are translated as linguistic strategies unconsciously known by both speaker and hearer. In other words, besides particular goals in interaction, there are different orientations that can be chosen and negotiated throughout interaction and that are culture-bound: rapport enhancement orientation, rapport maintenance orientation, rapport neglect orientation and rapport challenge orientation (Spencer-Oatey, 2008: 28) . Because of the common interests of both doctor and patient, the medical consultation would typically correspond to a rapport maintenance or enhancement orientation. Consequently, this will develop into a culturally-bound strategic use of communication.
Rapport Management and Interactional Pragmatics
Rapport management is a theory of communication first published in 2000 and reexplained in 2008 by Spencer-Oatey as an attempt to overcome the weaknesses that Politeness Theory Levinson, 1978, [1987] ) involves. She proposes a broadened framework that builds on Brown and Levinson's contribution in relation to the concept of face. Her central argument is based on the fact that a theory of Rapport Management cannot only account for considerations of face as interpersonal needs, but also sociality rights and obligations as social expectancies, and interactional goals, which can be transactional and/or interactional. At the same time, sociality rights may be divided into equity rights and association rights: equity rights are the expectations in relation to what is fair or unfair in human interaction, while association rights are related to how people relate to each other, considering their roles within the activities developed. This is something that, compared to the concept of face, has been underexplored in the literature of communication studies. Even so, face is also understood as a bi-dimensional base of rapport, where quality face refers to what is socially desirable and identity face is related to individual needs, depending on their roles and the way each interlocutor needs to be projected in social situations.
Depending on the considerations interlocutors have in relation to these three bases of rapport, interaction may be developed in different ways, which are always dynamically negotiated by participants in the interaction. Also, Spencer-Oatey (2000, involve modifications in their way of communicating and interpreting messages. For instance, Spanish requests seem to be much more direct than English requests in most of the cases. However, when the request refers to something beyond the role assumed by interlocutors, Spanish speakers prefer to modify their request and perform it in a more indirect way. These are, then, instances of how language is unconsciously modified in terms of the socio-psychological values that interlocutors hold in interaction. Fant (2006) , in turn, offers an alternative model to Rapport Management, where not only already discussed aspects such as quality face or identity face are considered, but also dichotomies such as membership-individuality, face versus identity, territory and agenda, self-orientation versus other-orientation or target addressing versus target avoiding, to name a few. With this, the author attempts to bring about a holistic paradigm as a starting point after all the attacks that Levinson's (1978, 1987) Politeness Theory have generated, at the same that shows how interpersonal relations are managed in context. According to Fant (2006: 340) , "what may be considered the most far-reaching and elaborate alternative to Brown and Levinson's politeness theory is rapport management theory", which reflects not only the concepts gathered by Brown and Levinson, but also a co-constitutional perspective on communication and interpretation, where communication is basically seen as ongoing meaning negotiation. This is the perspective adopted by authors such as Duranti (1997) , Arundale (1999 Arundale ( , 2006 and Haugh (2007) , among others. As Fant states, a speaker, when formulating an utterance as a contribution to an ongoing interaction, will evaluate and take into account the hearer's state of mind, wants, needs, and so forth, while choosing forms of expression to be interpreted subsequently by the latter. In doing this, the speaker produces a design […] for an interpretation, hopefully to be implemented by the hearer. The speaker's evaluation is thought of as simultaneously including code choice As far as physicians and patients' interaction is concerned, Sydow Campbell (2005) provides an account of how Rapport Management can be applied to this context, supporting the view that positive communication in medical consultations is of paramount importance to medical care. In this sense, "Rapport Management model helps us explain how professionals succeed or fail to build relationships with clients based on their verbal communication behaviour", as "building relationships is a central concern for professionals" (Sydow Campbell, 2005: 422) . Nonetheless, as the present study demonstrates, Rapport Management should not only be applied to professionals but to all the participants in interaction in order to understand the dynamics involved. In other words, selling a product, for instance, implies that there is a clear interest on the part of the sales representative, while a doctor-patient relationship implies that the patient is completely involved and has a clear interest as well. Sydow Campbell's (2005) study is valuable to understand the relationship that exists between Hofstede's (2001) classification of culture, Brown and Levinson's (1987) Politeness Theory and Spencer-Oatey's (2000) Rapport Management model, illustrated by means of different examples. However, it fails to give empirical evidence of communication between doctor and patient as reflected in real data, nor does it explain the interrelation of elements that conform this framework.
Rapport Management is partly motivated by the latest trends in cross-cultural pragmatics, where communication is no longer seen in terms of positive or negative politeness but as a complex and dynamic phenomenon with a multiplicity of variables and factors. Within what is called Interactional Pragmatics (Arundale, 2006) or Interactional Sociolinguistics, a discursive or postmodernist view to politeness may be considered a bridge between traditional, theoretical politeness and the Rapport Management theory, on which the present research is based. The motivation for this evolution lies in limitations associated with politeness (Matsumoto, 1989; Fraser, 1990; Gu, 1990; Hickey 1991; Culpeper, 1996 Culpeper, , 2003 Pizziconi, 2006) on the one hand, and the various attempts to explain communication from a monolithic perspective, namely cognitive theories such as Relevance Theory (Sperber and Wilson, 1985) , cultural and anthropological (Hofstede, 1994 (Hofstede, , 2001 (Hofstede, , 2007 or contrastive studies (Blum-Kulka et al., 1989) on the other. In other words, the management of interpersonal relations within which politeness and face are embedded does not have to be explained from the perspective of a unique area of research: the management of interpersonal relations in communication is, in fact, an area itself, which needs a comprehensive conceptual framework where interpretative, social, cognitive, cultural, situational and individual factors are integrated to explain why and how communication is culturally developed in diverging ways. This perspective rejects predicting a theory a priori and involves a post facto description of reality in communication (Haugh, 2007) , where the perceptions of the interlocutors are needed to avoid scientific bias and where meaning is considered to be dynamically (de)constructed and negotiated. Arundale (1999 Arundale ( , 2004 Arundale ( , 2006 , with his Conjoint Co-Constituing Model of Communication, develops a dynamic framework where face is a relational, rather than individual, concept; it is in fact a phenomenon that exists once active interaction between at least two people occurs. At the same time, and following Heritage (1984: 242) , interactional meaning and face can be either built for the first time (relationshipshaped) or re-established in known relationships (relationship-renewing). It is a move towards interpersonal communication as a dynamically shaped activity which is generating far-reaching frameworks such as the so-called Relational Work (Locher and Watts, 2005; Watts, 2005; Locher, 2006) , Face Constitution or Conjoint CoConstituting Model (Arundale, 1999 ) or, ultimately, Rapport Management (Spencer-Oatey, 2000 , 2008 .
The main reason why the present study has been based on Rapport Management is twofold: there is a need to consider a wide perspective of communication where a variety of elements are integrated and therefore to categorize reality in terms of not only pragmalinguistic and sociopragmatic descriptions but also in terms of interlocutors' attitudes and perceptions of reality; also, we may say that the current theories on interpersonal pragmatics are still focused on the discussion of face, instead of attempting to integrate all those elements that explain communication from a multilayered, socio-psychological perspective. Rapport Management is, in fact, a theory where face is one element or rather, one of the three bases of rapport, the other two being sociality rights/obligations and interactional goals. On the other hand, whilst Rapport Management has been proven to be useful in the business arena, it still needs further insights in other institutionalized contexts such as medical consultations. In this sense, this project has been developed under the assumption that Rapport Management, together with Cordella's concept of voice, may provide a robust tool to explain the interactional dynamics between physicians and patients. This paper will demonstrate whether this is a context-transferable framework of communication.
Social Interaction in Medical Consultations
As stated in the literature of medical consultations, doctor-patient communication is characterized by different roles or voices, i.e., different forms of talk that fulfil various goals in communication. As Misher (1984: 6) explains, this type of linguistic behaviour is associated with the "voice of medicine", as opposed to the "voice of the life-world", where the patient is at the centre of the interaction. It is a context where doctors exercise their control over patients and thus may initiate topics, employ technical words, select and specify the topics to be explored and even interrupt the patient when they deem it to be necessary. This study will also demonstrate that these features of medical consultations are not exactly the same in different cultures and thus, require further examination.
Sydow Campbell (2005) supports the idea that "the most effective physicians are those who fulfil not only the roles of discoverer of pathology and healer (i.e., instrumental behaviours) but also of psychosocial caregiver (i.e., affective behaviours)" (424). Since the doctor -patient interaction is related to topics that are emotionally charged and requires cooperation, it is clear that the amount of positive talk required may be greater than in other contexts where participants are not so involved (Roter and Hall (1992) . In this sense, not only must professionals know how to manage rapport effectively in order to achieve their goals, but also how to use linguistic strategies, such as hedging, in order to avoid negative rapport (Sydow Campbell, 2005: 431) . This is of special interest not only from a linguistic perspective, but also for medical research, as it is proven that when physicians listen fully and engage in interpersonal communication, the patient's psychological status and physiological symptoms may improve considerably (Steward, 2003) . Cordella (2004a) , in turn, identifies three different voices regarding the doctor's role in medical consultations: namely, the doctor voice, which refers to the doctor's role as an information seeker in relation to the patient's symptoms, treatment, medication, lifestyle, etc, as well as providing information and giving the patient the guidelines to improve his or her state of health; the educator voice, which refers to the doctor's role in providing the necessary information to make the patient understand the action he or she should take. According to Cordella (2004a: 59) , "the doctor voice and educator voice define medical discourse as different from other forms of talk, as one participant is the expert who seeks information, provides treatment, educates and commands authority, while the other participant provides information, complies with treatment, becomes educated and respects authority". A third voice identified by Cordella (2004a: 59) is the fellow human voice, which "differs from the other two voices in that its utterances more closely resemble everyday talk […] [It] does not require any special expertise in order to be carried out successfully, though it is required to display sociocultural competence by knowing how to interact with the patient in a way that develops empathy. This voice differs from the Doctor voice and the Educator voice in that it is likely to be linked to affiliative discourse". Even though this voice is suggested to be peripheral to the medical discourse, the present study will focus on it to demonstrate that it is precisely the fellow human voice that allows positive rapport between participants in interaction and therefore it is even relevant to maintain the authority required to develop the doctor and educator voices. It is, then, an apparently marginal aspect of medical communication, which in fact is the socio-cultural aspect dealing with relational work between doctor and patient.
It is true that the doctor is the participant who has an institutional position and therefore the roles are clear-cut for those interlocutors integrated in the same cultural setting. However, Cordella (2004a: 60) also identifies three different voices for the discourse of patients, which is not characterised by a "structural framework for their forms of talk". Still, the patient may adopt the role of health-related storyteller, the voice of competence, the voice of social communicator and the voice of initiator.
Considering that this paper will develop the socio-cultural aspects in medical interaction that enhance or maintain rapport, this research will also examine how the doctor's fellow human voice interacts with the patient's social communicator and initiator voices to negotiate meaning and manage rapport successfully. In other words, with very few exceptions (Lehtinen, 2007) , most studies examining doctor-patient interactions focus on either the talk that doctors perform (Cordella 2000 (Cordella , 2002 (Cordella , 2003 , the patients' discourse (Cordella, 2004b) or both, though analysed separately (Cordella, 2004a) . This paper will analyse sociopragmatic strategies as interactionally developed by both parties together, in order to not only exchange information or make treatmentrelated decisions, but also create good interpersonal relationships (Ong, De Haes and Lammes, 1995) . By taking this perspective, this study will present a holistic point of view where it is not one of the interactants' speech that is at stake but rather the building of rapport and negotiation between doctor and patient, and show how the strategies found serve as the basis to manage positive relations. This paper will then examine how these voices are pragmatically undertaken in Spanish and British consultations to fulfil specific goals. Also, it will demonstrate that the roles adopted by the doctor and patient are not identical in the two cultures, which means that SpencerOatey's (2008) conceptualization of face and sociality rights and obligations varies across cultures. As a consequence, the way rapport is managed in medical consultations is subject to not only specific linguistic choices but also to the way different interactional voices are developed.
Methodology
The data analysed consist of 30 interactions between doctor and patient recorded in different geographical areas in England and Spain. The interactions were randomly chosen out of a set of 120 English interactions and 60 Spanish interactions.
The method for data collection varied from one corpus to the other. In the Spanish case, consultations were recorded, after obtaining official permission, in four different healthcare centres in Huelva, Seville, Badajoz and Madrid. Patients had been previously informed of the situation, and only those who agreed to be recorded in subsequent consultations were included in this study. This means that the interactions utilized for this study correspond to follow-up sessions where doctor and patient know each other. Therefore, the type of rapport that is always at stake is relationship-renewing instead of relationship-shaping (Heritage, 1984) . Since all those involved had been told about the recording well in advance, by the time the consultation took place most of them had forgotten that they were being recorded and so the naturalness of the interactions did not appear to be distorted.
The English data were taken from the British National Corpus (www.natcorp.ox.ac.uk), which is a collection of 100 million-word interactions collected by the academic consortium Oxford University Press. Some of the features of this corpus are:
1. Monolingual: It covers modern British English, so other languages used in Britain have been discarded. 2. Synchronic: It covers British English from the late twentieth century onwards. 3. General: It includes many different styles and varieties, and is not limited to any particular subject field, genre or register, although it has been categorised in terms of situational aspects and contextual factors. This is why it was very easy to isolate interactions occurring in medical consultations. 4. The data collected are demographically and geographically representative, with an equal number of interactions taken from every region in England.
In both corpora interactions with teenagers and children, as well as initial sessions where the doctor does not know the patient, were not considered as these factors may influence the type of interaction undertaken. Even though the British corpus seems to be more representative statistically (it covers all regions in England) there are reasons to think that the Spanish data are relevant as well, as there is a clear tendency to use similar strategies in most of the interactions analyzed.
Results and Discussion
As has been stated, both Spanish and English medical consultations are characterized by similar voices which determine how speech is organized. Still, it does not mean that the ways to enhance or maintain rapport are equivalent. In turn, there are considerable differences mainly reflecting that the transactional goals to be achieved in medical consultations (seeking advice, gathering information, follow-up of treatment, solving a health problem, etc) are interactionally achieved by means of apparently irrelevant choices in interaction such as the use of jokes, the expression of emotions or the use of small talk, as will be seen later. In this respect, communication in different sociocultural settings is developed in diverging ways due to the fact that, while doctors lead the conversation in British interactions, it is not always the case in socially equivalent Spanish interactions. As Cordella (2007:194) remarks, the interaction between doctor and patient is based on unequal power relations, which may even be shown in the lexical choices made. This is what is reflected in British interactions, where the doctor clearly leads the interaction not only by asking questions and telling the patient what to do, but also through interactional strategies to show affiliation and empathy. In this sense, the data show how affiliation strategies are initiated by the doctor, who usually makes use of jokes, asks personal questions not necessarily related to the health problem and also takes the initiative to offer help at different points of the interaction. At the same time, the British patient usually adopts a more passive role by waiting for the doctor to lead and guide him/her in the interaction. In contrast, Spanish interactions are not so clearly structured and are not always characterized by the doctor leading the interaction. In fact, it is common to find situations where it is the patient who initiates the conversation and the doctor who just accepts the way the interaction is developed or negotiates what is going to be dealt with. It does not mean that there is no negotiation in British interactions; what it implies is, in fact, that there is more room for disagreement in Spanish interactions and therefore, the interactional work done to negotiate may imply more time and effort on the part of both participants. It will be shown that this is the result of more abstract, underlying cultural conceptualizations of the three bases of rapport specified by Spencer-Oatey (2000 , 2008 : face, rights and obligations and interactional goals.
After analysing 30 interactions in Spain and Britain, one may say that there are clear differences at various levels of analysis. Even though there are clear differences in speech act realizations and lexical choices in the transaction, these are not the purpose of this paper and therefore they will be left aside. Our purpose is to examine how interactional elements operate in communication in order to achieve particular goals and manage rapport. A series of differences and similarities were found in the data.
1. Small Talk and Humour: doctor or patient as initiator?
The data show that there are situations where the transaction or fulfilment of communicative goals seems to be separated from interactional activity in the case of small talk. These correspond to spans of time when the doctor undertakes a manual activity such as filling a prescription or examining the patient. This is the moment when one of the interlocutors takes the opportunity to initiate a string of phatic communication or small talk (Coupland, 2000) , on occasions unrelated to the health problem itself. Nonetheless, these are at the same time necessary, as the relationship between doctor and patient becomes closer, less formal and more 'chatty' from that moment onwards. It works, then, as an ice-breaker where formalisms are combined with casual talk. Even though it happens in both settings, the way it occurs varies significantly.
The Spanish case represents a clear example of interactions where small talk appears with more frequency. In fact, 11 out of the 15 interactions analyzed contained some bits of small talk, sometimes unrelated to the main issue. It is worth noting that these are usually initiated by the patient, and it is the doctor who participates in the interactions with follow-up comments. Sometimes they may correspond to general comments on the patient's problems, but also questions and comments on the doctor's (good) performance as a doctor. In interaction (1), a Spanish patient shows interest in the doctor's performance as a doctor while at the same time commenting on the health centre where they are located (in bold):
(1) (Spain): Also, small talk may appear in the form of unsolicited personal information, which could be interpreted, on the one hand, as a silence filler, a way to socialize with the doctor once he is busy writing a prescription or examining the patient in silence; on the other hand, it may help enhance rapport with the doctor, as a way of showing gratitude or expressing a more equal relationship: the doctor may ask questions because he or she has an institutional interest in the patient's problems, whereas the patient tries to compensate this by showing personal concern or consideration towards the doctor, as illustrated in the interaction above.
In the case of British interactions, small talk appears as pause filler as well, mainly once the main transactional goal has been fulfilled and generally initiated by the doctor. Nevertheless, small talk appears in only 5 situations out of 15, and therefore it does not seem to be as relevant as in Spanish interactions. In these situations it was the doctor who initiated the phatic communication stage in interaction: What these examples reveal is that, even when small talk is a common feature in British and Spanish medical consultations as a general strategy to maintain or enhance rapport, the way they operate is substantially different. To start, the number of interactions containing small talk is higher in Spain; also, Spanish interactions reflect that the patient may take the role of initiator (Cordella, 2004b) whereas the initiator is always the doctor in the case of British interactions. It has implications in relation to power relations and roles that may be discussed in section 6.
In turn, humour and the use of jokes is a rather frequent strategy reflected in British interactions, where the doctor, the person holding institutional power, is the initiator in interactional work. In this case, it is the patient who follows, agrees or laughs as a response to the doctor's jokes. Out of the 15 interactions analysed in England, 9 contained jokes, irony or other humoristic comments, as illustrated in the utterances in bold in interactions (3) and (4) As can be seen in interaction (3), the doctor classifies his patient as a 'bad woman' for not changing doctor, due to the fact that she is supposed to have the same doctor as her husband. Cultural and contextual aspects are important here in order to understand this conversation (once women are married, they are supposed to have the same doctor as their husbands, so changing doctors is usual). Later on in the conversation, the doctor is ironic about the fact that, instead of emphasizing the negative effects of the patient's health problem, he prefers to do so ironically ('you appear to enjoy this') as a rapport enhancement strategy. It shows how jokes may have the function of not only maintaining/ enhancing rapport but also relieving the possible tension that may exist when dealing with serious health problems. Interaction (4) is another example of this: In this sense, the role identified by Cordella (2004a) in doctors as fellow human voice is reflected in the use of this strategy (among others), as making jokes in interaction with patients implies a certain closeness towards them, a way of minimizing the importance of the health problem and showing, all in all, the human side of the doctor who seems to be the only one expected to initiate interactional work on the fringes of transaction. In contrast, humour and irony were not found in the Spanish interactions examined.
Another case where the British doctor is the social initiator in comparison to Spanish interactions where the patient fulfils this same role is found in the opening stages of conversations: whereas the British case shows how the doctor initiates the transaction by offering his/ her help in 14 interactions, 11 Spanish interactions are initiated by the patient straightaway, as reflected in examples (5) and (6) Again, the British doctor is doing his job at the same time as he shows concern for his patient at a very early stage in the interaction. In the case of Spanish interactions, the doctor also reflects the role of human fellow by listening to the patients' problems, asking followup questions and listening actively, though not necessarily by initiating the interaction.
2. The patient as Social Communicator and Decision-Maker.
Apart from the fact that Spanish patients are initiators in interaction with doctors, they prove to be social communicators as well, as reflected in three main strategies: the expression of emotions, showing concern for the doctor and eliciting personal information that is unrelated to the transaction.
Regarding the first feature, the data show that Spanish patients usually express their feelings or concern in relation to health problems or other matters in a spontaneous unsolicited way. In line with García Gómez (2008) , the expression of emotions could be seen as directly related to cultural values: whereas the Spanish culture views the expression of feelings and emotions as a self-affirmation strategy (Hernández López and Placencia, 2004; Fant, 1989) , the British culture is based on the assumption that modesty and approbation are part of social behaviour and therefore the expression of emotions may even be seen as a sign of weakness or lack of credibility. According to García Gómez (2008 Gómez ( :1347 , "this cultural-relativistic dimension is clearly reflected in differences in the way in which the self is constructed and how social relationships are understood". This is what happens in 10 Spanish interactions. In the case of British interactions, only 2 cases included the expression of emotions. Still, both corpora show that the doctor's role is to generally agree, listen to and reassure the patient. This, then, clearly shows that the voices that both doctor and patient represent cannot be explained separately, as one may be the consequence of the other. In this particular case, the role of social communicator that the patient represents requires an answer from the doctor, which in turn reflects the fellow human voice described by Cordella (2004a) . Interactions (7) and (8) Another related feature in Spanish interactions is the fact that patients spontaneously give or ask questions about personal information, experiences and relatives, as in interaction (10). As previously explained, this may also occur in British interactions. Nevertheless, apart from the fact that the initiators are different in both settings, the frequency of occurrence is also higher in Spanish than in English. Also, this is sometimes combined with the fact that it is the patient who shows interest in the doctor's well-being, relatives, etc. These are examples of how patients both adopt the roles of social communicators and initiators and guide the interaction simultaneously. In interaction (10), the patient shows concern for the doctor's well-being and his relatives at the same time that she expresses her emotions and judgement in relation to the doctor's performance: Apart from these features, the Spanish data show it would be necessary to include another voice or role not directly mentioned by Cordella (2004a) in her study: the patient as decision-maker 1 . It corresponds to situations where the patient, after explaining the symptoms, makes an evaluation of the kind of problem he or she may have, together with possible measures to follow and/or a specific treatment. Similarly, Young and Flower (2002) define patients as "problem solvers". The term 'decisionmaker' is preferred here because it does not make reference to the solution of problems but to the initiative taken to make decisions, whatever they are. It is, at least potentially, a very controversial point in the interaction, as the doctor may feel obliged to contradict the patient at times, if he or she sees the diagnosis is not appropriate or there is something else that should be done. This is one of the situations that may contradict the widely-known Politeness Theory Levinson, 1978, 1987) , as imposing and in a way supplanting the role of the doctor is not seen as problematic in this context. What is more, it is a situation that is completely naturalized and integrated in the Spanish setting, where the patient may take the initiative to develop these voices, while the doctor, due to the institutional role he or she represents, may restore his authority by agreeing or disagreeing with what the patient proposes. This fact is also important to understand why cultures make different uses of speech acts; in particular, we could affirm that Spanish contains more disagreement expressions than British, as expressed in Hernández López and Placencia (2004) in the context of service encounters, for instance. However, once it is understood that Spanish holds self-affirmation as a positive value, by means of which interlocutors may express what they feel and apparently take decisions, it is also clear that a disagreement expression may follow at times. In turn, if the British culture is generally characterized by searching for public consensus, what follows is that both doctor and patient want to stick to the roles in the frame in which they are embedded, and therefore these features are not significantly frequent. Examples of how patients make decisions can be seen in example (11) (in bold): As can be observed in interaction (11), the patient not only expresses what he thinks his health problem is, but also gives suggestions to the doctor in relation to what to do . Even though the doctor's first reaction is a blunt disagreement, little by little they negotiate: while the patient gives reasons to convince the doctor to send him for a blood test, the doctor finally agrees with him.
What can be unravelled from this analysis is that different societies develop different communicative styles (Spencer-Oatey, 2000 , 2008 , which are directly influenced by the interlocutors' perceptions of rights and obligations and face. These factors, together with the fact that we are dealing with unequal power relationships, will shape different voices in the sociocultural contexts analysed. In other words, Spanish and British patients reveal different attitudes which depend on 1) cultural values embedded in each culture, 2) Sociopragmatic Interactional Principles (Spencer-Oatey and Jiang, 2003) that guide interaction and communicative styles, 3) the interlocutors' perception of rights/ obligations and face in interaction and 4) the type of power relationship developed in the medical consultation, among others.
In relation to this, data show how power may be institutionally given or interactionally achieved: in the case of British interactions, patients accept the intrinsic power of the doctor to lead the conversation, take decisions and give advice. In this sense, patients depend on the doctor's communicative choice in order to know when to participate. In contrast, Spanish interactions show how, even though an unequal power relation is assumed between doctor and patients, the latter feel they can negotiate, take decisions and give opinions as well. It means that patients' attitudes show how power is negotiated and interactionally achieved. It does not mean that the intrinsic power in doctors is not considered. In turn, it reflects that power is a multilayered concept which may help understand why the three bases of rapport vary across cultures and, in particular, why speakers have different perceptions of what rights and obligations there are in different communities.
It leads us to understand that, whereas British interactions show consistency in terms of implicit rights and obligations given by the roles adopted in this context, Spanish interactions illustrate how institutional rights and obligations can be combined with interactional rights and obligations, the latter being constantly negotiated but eventually accepted by both parties as a common way to interact in this context. In other words, even though Spanish patients may be aware of the existing unequal power relationship with the doctor, it is also true that they feel they have the right to say what they think, give advice and take decisions. It means that institutional rights and obligations (marked by unequal power relationships) are combined with interactional rights and obligations (which show patients' self-affirmation) in order to achieve successful communication and manage rapport appropriately. In contrast, British patients' attitudes show that there is consistency between institutional and interactional rights and obligations, which are based on a desire for consensus and explicit acceptance of roles.
By contrast, the data analysed reflect that interlocutors have differing ways of managing face needs in interaction. To give an example, the expression of emotions is an illustration of how Spanish interlocutors manage face by means of self-affirmation strategies which allow them to value what they think and feel as positive. In turn, British interlocutors may relate the expression of emotions in the public sphere as a sign of weakness and loss of credibility. These differences are crucial in order to manage rapport adequately and, in this particular situation, to be able to enhance or maintain good relations. This is in line with García Gómez, who adopts a cultural-relativistic approach to the expression of politeness: "[...] the distinct set of strategies used by each culture not only characterizes it but also defines a different conception of FACE for each culture [...] emotion seems to have a distinct value for each culture" (2008: 1342).
Some Remarks on the Management of Rapport.
It is clear that Rapport Management can be a powerful tool to explain why there is variation across cultures and situations. In fact, it has been shown how the multiplicity of variables included within this theory gives way to a general overview of not only causes and consequences of communicative differences across cultures, but also the complexity of communication itself as a social psychological aspect of human life. Nonetheless, it is worth noting that this is still in need of further elaboration in some respects.
In general terms, Rapport Management offers a comprehensive model of communication but in fact a list of variables as expressed in Spencer-Oatey (2000 , 2008 cannot explain how they operate and relate to each other. In this respect, more empirical studies are needed, at the same time that this theoretical framework should be able to explain how elements influence each other in order to offer a more complete panorama. Spencer-Oatey (2000 , 2008 assumes that the three bases of rapport (face, rights and obligations, interactional goals) operate at the same level. However, there are substantial differences between interactional goals and the other two bases: whereas face and rights and obligations are interactionally managed and only exist in an ongoing interaction, interactional goals are usually pre-established in the interlocutors' minds. What this means is that everybody knows what their and others' goals are in a well-known frame, even though the way they achieve them must be interactionally negotiated. In other words, interactional goals exist in the minds of the interlocutors, whereas face and rights and obligations are social, so they only exist in their minds once the interaction is being developed.
In order to achieve harmony in interaction, it is necessary for both speaker and hearer to share similar conceptualizations of face and rights and obligations or, at least, understand each other's worldview in order to manage rapport properly. At the same time, harmony does not depend on sharing interactional goals, but on managing them properly. Also, we may say that whereas face and rights and obligations are complex concepts related to communicative behaviour, interactional goals are usually specific, as one may clearly know what one wants and expects in interaction, both in interactional and transactional terms. In relation to this, Haugh (2003) explores anticipated versus inferred politeness and face. More empirical research is needed to understand whether rights and obligations are also both anticipated and inferred, as seems to be the case. Also, interactional goals may be anticipated, though the interaction may give room to infer whether interlocutors have other goals not foreseen in advance. In a nutshell, we may say that face and rights and obligations are the medium to manage rapport, whereas interactional goals are in fact the reason why interaction is developed on many occasions.
Although it is true that face and rights and obligations have been fully explained in Spencer-Oatey (2000 , 2008 , the third base, interactional goals, still needs further clarification. It seems to be simplified to the dichotomy transactional-interactional, but how these two categories are managed is something that has been overlooked. Apart from this, I propose the inclusion of the dichotomy external versus internal goals (García Gómez, 2008) , which may contextually vary. For instance, an external goal in a medical consultation may be solving a health problem, while an internal goal may be persuading the doctor to change medication, maintain rapport or eliciting his concern about something physical.
It is worth noting that it is still difficult to clearly differentiate between face (i.e. "people's sense of worth, dignity, honour, reputation, competence and so on") and rights and obligations (i.e., "people's concerns over fairness, consideration, and behavioural appropriateness (Spencer-Oatey, 2008:11) , as these depend on each other. According to Spencer-Oatey (2008: 12) , "face is closely related to a person's sense of identity or self-concept: self as an individual (individual identity), self as a group member (group or collective identity) and self in relationship with others (relational identity)". Likewise, the author includes "explicit and implicit conceptualizations of roles and positions (2008: 13) as one of the factors within sociality rights and obligations. One may wonder whether there is a boundary between the concept of face as a group member and specific conceptualizations of roles and positions. They do not appear to be clear-cut categories but seem to depend upon each other. Empirical data with real corpora are needed to see how they are interrelated and to know whether they can always be so clearly separated from each other.
Finally, one may wonder why there are three variables, three bases of rapport. What is more, there are some studies (Garcés, 1991 (Garcés, , 1993 Forgas 1999; Nieto y Otero, 2003) that show that there are variables such as affect not taken into consideration in politeness studies. This framework would benefit from the same comment: once affect is present in interaction, it is supposedly expected that considerations of face or rights and obligations may change and therefore affect should be considered a higher level variable within Rapport Management. It is not clearly foreseeable whether or not interactional goals are influenced by affect -another difference between the three bases of rapport to take into consideration in future research.
Conclusions
This paper has examined how institutional settings such as medical consultations may show variation across cultures at different levels related to the way interlocutors manage rapport. It has shown how, whereas British interactions are usually led by the doctor, Spanish interactions may be led by either the doctor or the patient. Also, this study has focused on interactional voices (i.e. those voices that are not directly related to the transaction itself but to the way people manage rapport) to conclude that the doctor's fellow human voice is the central role taken to maintain or enhance rapport, whereas Spanish interactions reflect that the patient's role as social communicator and initiator are the most prominent voices in interaction. We have seen, then, how British doctors take the responsibility to manage rapport through humour, small talk and showing interest in the patient's well-being from the very beginning of the interaction, whilst Spanish interactions show more flexibility in the patterns followed, where patients initiate turns, show their emotions and even give advice on how the doctor should diagnose the health problem treated.
In this sense, not only have different voices been emphasized in both settings, but also different cultural principles underlying communication are seen as relevant here: on the one hand, following Hernández López and , there is a constant search for self-affirmation in Spanish contexts, where there is a tendency towards informality as compared to British medical consultations, which are characterized by searching for consensus and maintaining formality throughout the interaction. Spanish patients' communicative behaviour shows closeness with the doctor in comparison to British doctors and patients, who usually stick to a more rigid frame. In line with House (2000) , this study reflects an orientation towards the addressee in British interactions, while Spanish interactions may be oriented towards the content and the self.
These differences reveal that speakers hold varying beliefs in relation to what face, rights and obligations and interactional goals are in interaction. In other words, the way interlocutors manage rapport and negotiate varies across cultures even in situations where there is a clear purpose and a common goal (solving a health problem). Even so, the ways interlocutors deal with this vary considerably. It may reflect a difference in the concept of institutional role (more flexible in Spanish than in British settings) and the concept of power (more clear-cut in British than in Spanish societies).
Rapport management has proven to be a robust framework of communication that is able to explain why there are differences in communication styles and cultural beliefs. In this sense, face needs vary across cultures and therefore they need to be managed adequately in order to maintain or enhance rapport in this context. Successful communication, then, will partly depend on sharing and understanding common conceptualizations on the amount of emotions expressed, for example. As for rights and obligations in interactions, the data reflect how British medical consultations are developed in a fixed way where each interlocutor sticks to their corresponding institutional role. In this sense, the doctor has the power to decide not only on treatment related issues, but also on the way doctor and patient will relate and develop their relational work. Contrary to this, Spanish medical consultations seem to be developed in a less structured way where patients may also decide on the course of the interaction by initiating topics, giving advice to the doctor or expressing their emotions. The concept of power varies in the sense that doctors are perceived to have a more humanized role in the Spanish context, where the opportunities to ask about their personal life, evaluate their job and tell them about one's own personal life simply arise with naturalness and a slight hint of informality. In contrast, power relations seem to have a one-to-one relationship with institutional rights and obligations in Britain. These differences are again relevant to understand the interlocutors' face needs.
Even though the results obtained showed that there were common patterns in each of the corpora, it is worth noting that the Spanish corpus should be completed with interactions recorded in other areas of Spain so as to gather a more representative sample. In any case, the fact that there was an equal number of interactions recorded in public and private consultations, as well as towns and cities; that children, teenagers and adults over 70 years old were not included, and that an equal number of male and female doctors were recorded means that the results may be illustrative of this context for middle-aged Spaniards. Hence, a comparison with the British National Corpus may be useful to understand the socio-cultural differences explained in this study.
In a nutshell, this study has shown how Rapport Management can explain similarities and differences in communication, as well as why and how they are shaped in diverging ways. It has been demonstrated that the social psychological bases of rapport (face, rights and obligations, interactional goals) are motivating forces for sociocultural behaviour and pragmalinguistic choices in particular situations. In this sense, separating sociopragmatic from pragmalinguistic aspects of communication may lead to a biased perspective of communication. This framework of analysis is powerful enough to understand the complexity that communication entails in itself at different levels: the mere choice of a lexical item may be motivated by sociopragmatic principles and cultural conventions which are the result of specific cultural values in particular societies. Even though this framework is still in need of more empirical research, reexplanation of the variables and understanding on how they operate together, one cannot deny that it is the most elaborate model of communication since the appearance of Brown and Levinson's Politeness Theory. By adopting this holistic point of view, studies like this can be explained -not only described.
Notes
1. The term decision-maker as referred to patients in medical counselling comes from the area of Health Psychology to refer to patients' involvement in doctors' decision processes. This implies that the options chosen fulfil patients' expectations and value systems (Broadstock & Michie, 2000 , Pierce, 1996 .
